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Controversies in faith and health care
Andrew Tomkins, Jean Duff , Atallah Fitzgibbon, Azza Karam, Edward J Mills, Keith Munnings, Sally Smith, Shreelata Rao Seshadri, 
Avraham Steinberg, Robert Vitillo, Philemon Yugi

Diff erences in religious faith-based viewpoints (controversies) on the sanctity of human life, acceptable behaviour, 
health-care technologies and health-care services contribute to the widespread variations in health care worldwide. 
Faith-linked controversies include family planning, child protection (especially child marriage, female genital 
mutilation, and immunisation), stigma and harm reduction, violence against women, sexual and reproductive health 
and HIV, gender, end-of-life issues, and faith activities including prayer. Buddhism, Christianity, Hinduism, Islam, 
Judaism, and traditional beliefs have similarities and diff erences in their viewpoints. Improved understanding by 
health-care providers of the heterogeneity of viewpoints, both within and between faiths, and their eff ect on health 
care is important for clinical medicine, public-health programmes, and health-care policy. Increased appreciation in 
faith leaders of the eff ect of their teachings on health care is also crucial. This Series paper outlines some faith-related 
controversies, describes how they infl uence health-care provision and uptake, and identifi es opportunities for research 
and increased interaction between faith leaders and health-care providers to improve health care.

Introduction and ethics
More than 80% of the world’s population reported having 
a religious faith,1,2 but attribution of individual health-
related viewpoints to this faith is very diffi  cult because of 
variations in acceptance of the authority and interpretation 
of sacred texts and viewpoints that might be substantially 
modifi ed by culture, education, economics, politics, and 
laws. We describe a series of common religious faith-
related controversies in health care, reviewing some 
teachings within the diff erent faiths. We also examine 
ways in which faith-inspired groups are advocates for, and 
provide, health-care services, and we make a plea for 
improved analysis and documentation of faith and health-
care interactions to provide improved health-care services, 
especially for marginalised populations.

Codes of medical ethics can be considered on 
four levels: motivation; the source of reference and 
method of analysis; the ethical principle, theory, or value; 
and the consequences. Secular ethics is based on 
humanist values whereas faith-based ethics is based on 
sacred texts and teachings that are interpreted by 
faith-grounded experts.

The humanist approach has four fundamental 
principles:3 autonomy (recognition that every person 
has intrinsic value and dignity, often viewing autonomy 
as the most important ethical principle), non-malefi cence 
(do no harm), benefi cence (the moral obligation to help 
others in need), and distributive justice (which requires 
that rights and assets should be distributed in an 
equitable and appropriate manner within society). 
Faith-based ethics and secular bioethics share many 
principles, but diff er in several ways.4 Faith-based ethics 
give varying weight to each of the previous four ethical 
principles. A high value on the sanctity attributed to 
human life might confl ict with expectations of rights 
and emphasises the need for mutually shared values 
and solidarity, which might lessen the overriding 

importance of autonomy. Ethical issues are also 
important, though less frequently discussed, in public-
health medicine and health-care policy.5

Faith-linked controversies
Family planning
Diff erent viewpoints exist on when human life begins. 
Buddhists,6 Catholics,7 and Hindus8 teach that human 
life starts at the moment of conception. Protestants vary; 
some believe that human life starts at conception 
whereas others believe it starts at implantation or even 
later.9 Islam teaches that human life begins after 
4 months of pregnancy, with the infusion of the spirit 
into the fetus.10 Judaism teaches that human life is 
progressively acquired, starting 40 days after conception.11

Many Buddhists oppose contraceptive methods that 
prevent implantation, including intrauterine devices and 
the emergency contraceptive pill.12 Catholics teach that 
couples should use natural family planning by restricting 
sexual intercourse to infertile periods in the woman’s 
menstrual cycle.13 Protestants accept oral or injectable 
contraceptives and condoms, but vary on their acceptance 
of intrauterine devices and the emergency contraceptive 
pill.9 Hinduism has no injunctions against contraception.8 
Muslim opinion on contraception varies, a minority 
arguing that it is categorically prohibited, whereas the 
main opinion allows contraception, permitting oral 
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and injectable contraceptives and condoms.14,15 Judaism 
accepts oral contraceptives and intrauterine devices as 
the preferred contraceptive methods when contraception 
is sanctioned by Jewish law, followed by diaphragm and 
rhythm methods; condoms are forbidden.16 Acceptance 
of family planning can be strongly supported or 
discouraged by the teaching and personal infl uence of 
faith leaders.17

Faith-based family planning services usually operate 
within national government frameworks, but there is little 
assessment of how much delivery of information, services, 
and supplies is infl uenced by a faith perspective. In 
particular, disappointingly little assessment has been done 
of the content, coverage, and eff ect of faith-based family 
planning services for populations in sub-Saharan Africa.

Abortion and artifi cial reproductive technology
All major religious faiths oppose abortion for sex 
selection. Faith-based viewpoints vary on abortion for 
preservation of maternal life in severe illness, which is 
unacceptable to the Catholic Church. Faith groups also 
vary in their viewpoints on abortion for pregnancies that 
might contribute to psychological ill health.

Modern technologies can increasingly diagnose and 
treat fetal abnormalities in utero, but some clinicians 
might recommend abortion. Catholics teach that 
prenatal diagnosis is acceptable to enable procedures 
that treat the human fetus, but abortion is not 
acceptable.18 Many Buddhists reject abortion for fetal 
abnormalities, maintaining that meaningful life is 

possible, even for children with severe disability.12 
Protestants vary; some support early detection of, and 
abortion for, abnormalities that lead to disability, such 
as Down’s syndrome, but others do not.19,20 Hindus also 
vary, making their decision according to what is thought 
to be least harmful to the mother, the fetus, and society.21 
Some Islamic scholars permit abortion for conditions 
such as thalassaemia; decisions over abortion for 
serious fetal abnormalities can be informed by the belief 
that ensoulment occurs 120 days after conception.14 In 
Judaism, many rabbis accept abortion before 40 days of 
gestation for serious fetal abnormalities, and after that 
abortion is only permissible if fetal malformation is 
incompatible with life. Preservation of maternal life is 
highly regarded in Judaism when managing life-
threatening conditions in pregnancy. There are few data 
for the infl uence of faith-based viewpoints of patients 
on their decision to abort for fetal abnormality or the 
provision of abortion services for fetal abnormalities by 
faith-inspired health-care providers.

Modern artifi cial reproductive technologies are inc-
reasingly available to previously infertile couples. Faith 
leaders in Buddhism, Protestant churches (variably), 
Hinduism, Islam, and Judaism support in-vitro fertilisation 
and artifi cial insemination by a woman’s husband,10,11,22 but 
generally oppose artifi cial insemination by a donor.

Child marriage
The UN Convention on the Rights of the Child (1990) 
defi nes a child as anyone younger than 18 years, and yet 
a third of the world’s girls are married before the age of 
18 years and one in nine are married before age 15 years. 
The adverse eff ects of pregnancy in children are 
substantial.23 Historically, many faith groups have 
supported existing customs around child marriage, 
citing the benefi ts in terms of chastity and fi delity. 
However, since the early 20th century, many faith groups 
have encouraged changes in law and conformity to state 
laws on age of marriage. Catholic, Protestant, Hindu 
(including the Arya Samaj and the Brahmo Samaj), and 
Jewish groups have raised the acceptable minimum age 
for marriage to 18 years. Buddhists do not promote 
particular viewpoints on optimum age for marriage. For 
some Islamic leaders, acceptable marriageable age is 
when a girl has reached sexual maturity; other Islamic 
leaders teach that marriage is allowed between 15 and 
18 years of age.

Although traditions tend to prevail over religious 
teachings, many religious leaders work with 
communities to increase parental and community 
awareness about the need to stop child marriage.24 In 
Niger (PLAN International)25 and Yemen (Pathfi nders 
and others; panel 1),26 programmes include messages 
about the ideal age for marriage within Friday prayers. 
Faith-based organisations, such as Tear fund, support 
church partners in many African countries with their 
programmes on Guardians of our children’s health.28

Key messages

• More than 80% of the world’s population report having a 
religious faith

• Faith-linked controversies in health care are often closely 
linked with culture, social factors and politics; precise 
attribution is diffi  cult

• Child protection practices—child marriage, female genital 
mutilation and immunisation—vary between and within 
faith groups

• Faith groups diff er in their support for health care 
practices including family planning, sexual and 
reproductive health, HIV care and harm reduction

• Notwithstanding some diff erences, there is increasing 
documentation of diff erent faith groups working 
together to achieve considerable improvements in 
health care

• Policy makers and Faith Leaders strongly infl uence the 
provision and uptake of health care but largely work 
independently of each other, often lacking knowledge and 
appreciation

• Robust research is urgently needed on the interface 
between faith and health care in order to improve 
provision and uptake of health care, especially for 
marginalised populations.
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Female genital mutilation
Female genital mutilation (FGM) is also known as female 
genital cutting and female circumcision. FGM is defi ned 
by WHO as “all procedures that involve partial or total 
removal of the external female genitalia or other injury to 
the female genital organs for non-medical reasons”.29 The 
eff ects are often devastating. An estimated 101 million 
girls in Africa have been cut when they were less than 
10 years old.30 Some local religious leaders and medical 
personnel might uphold the practice.31

Christianity32 and Judaism oppose FGM; however, 
FGM occurs in some Christian communities in Burkina 
Faso, Egypt, Ethiopia, and Kenya, who justify it as a 
traditional, centuries-old practice that maintains a girl’s 
purity by restricting or controlling her sexuality.33 Indeed, 
FGM had been widely practised before the introduction 
of Christianity and Islam,34 which emphasises the need 
to distinguish between cultural and faith drivers for 
attitudes and practice in health care. Islamic scholars 
diff er in opinion; some scholars refer to a jurisprudential 
principle that there should be no harm to the body and 
others quote a contested hadith (sayings of the Prophet 
Mohammed) that allegedly advocated for a lighter type of 
cutting, thus giving rise to a sunnah (a commendable but 
not an obligatory practice). However, some Islamic 
scholars do not accept the authenticity of either the 
hadith or the practice.35,36 FGM is not practised in 
countries with large Buddhist or Hindu populations and 
it is not supported by either religion.

Several programmes show that elimination of FGM 
can be achieved rapidly if communities, supported by 
religious leaders, decide to abandon the practice.37 Sheikh 
Ali Gomaa, formerly the Grand Mufti of Egypt and then 
Sheikh Al-Azhar, issued a fatwa (religious edict) on 
female circumcision noting that “since medical 
specialists have come to the consensus that even the least 
invasive of the circumcision procedures causes harm, 
FGM is forbidden and should be criminalised”.38 The 
Shia Grand Ayatullah of Lebanon, Sayed Muhammad 
Hussein Fadlullah, also issued a fatwa forbidding FGM.39 
FGM is now illegal in 24 African countries and in 
12 industrialised countries with migrant populations 
from FGM-practising countries.40

Immunisation
All major religions support immunisation of children.41 
However, a few Christian and Jewish groups object to 
vaccines derived using cell lines from aborted fetuses; 
some groups also claim that immunisation shows a 
distrust in God.42 Some faith leaders have disseminated 
misinformation, for example that some vaccines 
contravene halal dietary standards or contain contra-
ceptives or sterilisation drugs. Other faith leaders have 
political and sectarian reasons for forbidding communities 
to immunise their children. Despite pronouncements on 
the safety of oral polio vaccine by Nigerian Islamic leaders, 
oral polio vaccine immunisation is still opposed in some 

communities. Several factors contribute to the breakdown 
of confi dence in immunisation,43 including putative covert 
military operations in collaboration with health workers 
within these communities.44 Some religious schools have 
not supported human papillomavirus (HPV) vaccine 
immunisation on the moral basis that vaccination of 
schoolchildren against HPV could lead to conclusions that 
sexual abstinence before marriage and fi delity thereafter 
are not necessary.45

Although manipulation of some faith leaders for political 
ends is a serious issue, many examples of faith-based 
support for immunisation exist, as reviewed by the Joint 

Panel 1: Benefi ts for child protection by interaction with 
religious leaders

A project in Yemen underscores the importance of 
engagement with and education of religious leaders in 
campaigns to prevent child marriage26

After a pilot intervention in Amran, where 57 planned girl 
child marriages were prevented, the project was scaled up to 
fi ve governorates. The Ministry of Religious Aff airs asked all 
religious leaders to disseminate messages on the health and 
social consequences of child marriage in their Friday 
sermons. Religious leaders reached 419 147 individuals by 
the end of April, 2009, in the fi ve governorates.

The end of project review concluded that religious leaders 
provide a critically important role for health education at the 
community level by helping the health education volunteers 
in the specialty as well as engaging in broader advocacy 
eff orts in reproductive and child health. They lend credibility 
to the eff ort and help reduce cultural sensitivity and increase 
acceptability of interventions.26

Tostan (meaning breakthrough in the west African language 
of Wolof) is an international non-governmental organisation 
based in Senegal, west Africa dedicated to putting African 
communities in charge of their own futures27

Although not the sole focus of their work, female genital 
mutilation (FGM) has become the rallying point for social 
change in many of the communities. Tostan works through its 
human rights-based community empowerment programme 
to help community members to draw their own conclusions 
about FGM and lead their own movements for change. So far, 
more than 6788 communities in eight African countries have, 
in 86 ceremonies, publicly declared their decision to end FGM 
and child and forced marriage. External assessments have 
shown the public declarations for abandonment are not yet 
100% eff ective, but are necessary for building the critical mass 
that does eventually lead to FGM becoming a thing of the past.

“Engagement of local religious leaders is a key priority of the 
community empowerment programme” said Mohammed 
Cherif Diop (personal communication), Tostan’s Islamic rights 
specialist and head of child protection, who is working to 
build a critical mass of faith leaders who show that they 
support the rights of women.27
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Learning Initiative on faith and local communities 
(JLIFLC).46 Additionally, some Catholic groups in the USA 
support HPV immunisation for schoolgirls and oral polio 
vaccine is supported by Islamic groups in Pakistan47 and 
Nigeria. Fatwas by Islamic scholars about the benefi ts of 
immunisation and collaboration between imams and 
UNICEF have helped immunisation in thousands of 
Koranic schools in Pakistan (panel 2). Many faith 
communities now promote and deliver immunisation in 
countries where it had previously been opposed.

Stigma and sexuality
Many faith communities have responded to HIV,56 
taking major steps to reduce stigma and discrimination 
and provide widespread health care and support; un-
fortunately, other communities have not. Stigmatising 
attitudes and behaviours towards people with HIV, or 
thought to have HIV, result from a range of cultural 
attitudes, traditional practices, laws, and interpretations 
of religious beliefs; these views are serious obstacles to 
the HIV response.57 Many people experience stigma 
after declaring their HIV status. However, the 
International Network of Religious Leaders living with 
or personally aff ected by HIV or AIDS (INERELA) 
website describes how religious leaders living with HIV 
in Africa and Asia now live and work with integrity and 
respect.58 The World Vision Channels of Hope 
methods,59 the INERELA+SAVE toolkit,60 and Tearfund 
training materials61 build on the positive aspects of faith 

teachings, which include HIV, human rights, sexuality, 
and gender.

One area of controversy is homosexuality. Although 
Hinduism accepts homosexuality and Buddhist 
viewpoints vary on its acceptance, traditional 
interpretations of Christian, Islamic, and Jewish 
scriptures state that sexual activity should be restricted 
to between one man and one woman within the context 
of marriage, and homosexual acts are not accepted.62,63 
This contrasts with the lived experience of people who 

Panel 3: Roadmap for faith-based organisations to expand 
access to HIV treatment49–55 

Faith-based organisation (FBO) partners came together with 
international organisations, donors, governments, and UN 
representatives to increase and scale up FBO work in 
providing HIV treatment.50–52 While meeting participants 
were travelling to the consultation, a law was signed in 
Uganda to criminalise homosexuality (in which men have 
sex with men).

A participant from Uganda described how on returning 
home, his fi rst task would be to discuss with his staff  how to 
protect health-care service provision to homosexual men in 
Uganda and how to protect patients and staff  in the context 
of the new law. For him, his staff , and clients, the new law has 
a very immediate eff ect on health-care delivery. He was very 
clear that as a doctor in a faith-based health-care facility, his 
priority is to protect non-judgmental service provision and 
the safety of his patients and staff .

Subsequent to the meeting, another participant, Cardinal 
Peter Turkson (President of the Vatican’s Pontifi cal Council for 
Justice and Peace), was asked questions about the 
homosexuality law in Uganda by the media. He made strong 
statements about the importance of not treating homosexual 
people as criminals and, at the same time, urged caution on the 
part of the international community in terms of withdrawing 
fi nancial aid in response to the law. Some civil society groups 
also cautioned against aid cuts, arguing that this can negatively 
aff ect health-service provision. These kinds of statements are 
very infl uential in this highly charged environment.

Outcomes from this meeting build on recommended roles 
and responsibilities of faith-based organisations and 
international partners as articulated in the UNAIDS Strategic 
Framework for Partnership with FBOs. Adherence to such 
principles of mutual respect and the provision of non-
judgmental, evidence-informed health care by both FBO and 
secular partners is essential.

The Indian Interfaith Coalition on AIDS engages with religious 
leaders as mediators of hope in their respective communities, 
creating a stigma-free and discrimination-free response. The 
group has been infl uential in motivating the Hindu 
community response and encourages other major Indian 
faiths (Islam and Christianity) to work through their faith 
leaders to mobilise an eff ective response around HIV/AIDS.

Panel 2: UNICEF 201348

“Almost 5000 schools and madrassas promote polio 
eradication on a monthly basis in Karachi, Pakistan.” As a 
teacher at a madrassa in one of Karachi’s poorest areas, 
Qari Aqeel educates children in the fundamentals of Islam 
and the Holy Quran. He also tells students, from his own 
painful experience, what it is like to live with polio. As a 
devout Muslim, Aqeel takes his role as guardian of the 
children under his care very seriously. Clear guidelines are 
given, in an Islamic hadith, about the personal responsibility 
of every Muslim to care for others; ”All of you are guardians, 
and all of you will be asked about the wellbeing of those who 
you are responsible for”. Aqeel talks to parents and children 
about the importance of vaccination from an Islamic 
perspective and tries to personally ensure that every child at 
the madrassa is vaccinated against polio. Pakistan’s 
Government, with technical and logistic support from 
UNICEF, has begun to shift its polio communication approach 
to highlight the risks of the disease and emphasised 
vaccination as an Islamic responsibility.

As part of this initiative, Aqeel has stepped further into his role 
as a guardian. In a video shown on Pakistani television, which 
aims to reach 71 million Pakistani households, Aqeel takes the 
spotlight away from the politics and misunderstandings that 
can muddy the dialogue about polio vaccination.



Series

www.thelancet.com   Published online July 7, 2015   http://dx.doi.org/10.1016/S0140-6736(15)60252-5 5

are lesbian, gay, bisexual, or trans gender (LGBT) for 
whom this is not a lifestyle choice but an expression of 
their identity.64 UNAIDS reports that 63 countries 
criminalise some aspect of HIV (including non-
disclosure, exposure, or transmission) and 78 countries 
criminalise consensual same-sex sexual behaviour. 
UNAIDS clearly states that the criminalisation of HIV 
transmission and homosexuality has a negative eff ect on 
HIV and health-care provision; ending punitive laws will 
support access to life-saving HIV services.65,66

Some Christian leaders challenge traditional inter-
pretations of scriptures, and some churches now off er 
blessings on, or perform, same-sex marriage.67 Although 
some religious leaders support criminalisation of 
same-sex behaviour, prominent Buddhist, Christian 
(Anglican and Catholic), and Muslim leaders strongly 
condemn stigma, discrimination, and violence towards 
people who are LGBT.68–70 Jewish law also teaches that all 
people should receive medical care and empathy, 
regardless of their lifestyle, although same-sex relation-
ships are strictly prohibited.

The interventions by faith-inspired individuals, 
inc luding politicians, in persuading the former US 
President George W Bush and a sceptical US Congress 
to launch PEPFAR (the President’s Emergency Program 
for AIDS Relief) in 2003 have been described, including 
the emphasis on abstinence-only methods for 
prevention of HIV and non-use of US funds for 
abortion-related activities.71 Much of PEPFAR funding 
was channelled through faith-based health-care 
providers in Africa, building on long-standing medical 
missionary work. Some argue that US faith groups have 
contributed to criminalisation of homosexuality in 
Africa.72,73 However, attribution of development of laws 
to single infl uences of faith, political leadership, or 
culture is not easy and can be unhelpful. The more 
nuanced complexity is shown by an example in Uganda 
(panel 3).

Harm reduction and HIV
Harm reduction interventions to prevent HIV trans-
mission include opiate substitution therapy, needle 
exchange for people who inject drugs, condom use, male 
circumcision, postexposure prophylaxis, postoccupational 
exposure to HIV in health settings and rape, pre-exposure 
prophylaxis, and the use of treatment for the prevention 
of HIV transmission. Objections to harm reduction 
interventions include collusion with continuing un-
healthy behaviour, thereby diverting attention from the 
primary need for behavioural change. However, there is 
much support for harm reduction from sacred texts,53 and 
many faith-inspired organisations, including Buddhist, 
Christian, Hindu, and Islamic, provide a wide range of 
harm reduction services in their HIV response, such as 
clean needles and condoms. Needle exchange is 
supported in predominantly Islamic Malaysia.54 Hindu 
groups support HIV prevention in India and many 

Christian groups provide male circumcision in 
HIV-aff ected communities. Buddhist groups10 support 
harm reduction HIV services in Cambodia, China, Laos, 
Thailand, and Vietnam, including mindfulness as a 
supportive component for seeking to achieve behavioural 
change among those with addiction to intravenous 
drugs.73 The Indian Interfaith Coalition on AIDS (IICA), 
involving faith leaders and health professionals from 
Hindu, Christian, and Islamic faiths, speak out against 
criminalisation of homosexuality and support provision 
of health-care services to vulnerable populations.

Violence against women
WHO defi nes violence against women as any act of 
gender-based violence that results in, or is likely to result 
in, physical, sexual, or mental harm or suff ering to 
women, including threats of such acts, coercion, or 
arbitrary deprivation of liberty, whether occurring in 
public or in private life. Violence against women 
contributes to many fatalities and serious consequences 
for women and their children,75 both physical and 
psychological, and is prevalent in many countries.78

Buddhism, Christianity, and Judaism oppose violence 
against women. Indeed, Catholic bishops in the USA, 
Uganda, and Ethiopia, among others, draw attention to 
the need for pastoral care.79 The Archbishop of Canterbury 
highlights the work of the Anglican Church in 
Democratic Republic of the Congo and elsewhere.80 
Within Hinduism, some traditional texts specify that 
women should be honoured but not encouraged to think 

Panel 4: Gender-based violence74–76

Alhough often prevalent in confl ict and humanitarian contexts, 
sexual violence is common within communities worldwide, but 
as an issue that is largely hidden. Women, girls, men, and boys 
are all at risk of sexual violence. Today, many women (in some 
countries, as many as one in three) are beaten, coerced into sex, 
or otherwise abused in their lifetimes. Worldwide, one in fi ve 
women will become a victim of rape or attempted rape in her 
lifetime. Gender-based violence increases the risk of HIV infection 
and contributes to malnutrition in women and their children.76

In May, 2014, the UK Government hosted the Ending Sexual 
Violence in Confl ict Meeting in London, UK, in which the role of 
faith leaders as a fi rst port of call for many survivors of sexual 
violence was prominent.

We will speak out (WWSO)
WWSO is a worldwide coalition of Christian-based 
non-governmental organisations, churches, and organisations 
supported by an alliance of technical partners and individuals 
who together commit themselves to see the end of sexual 
violence across communities around the world.77 The WWSO 
coalition is dedicated to empowering women and girls, 
transforming relationships between women and men, and 
ensuring that the voices of survivors of sexual violence—women, 
girls, men, and boys—are central to their work.
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For the WWSO see www.
wewillspeakout.org

for themselves.81 Coupled with karma theory that accepts 
suff ering (including domestic violence) as payment for 
sins committed in a previous life, a strong tendency to 
accept violence against women or view it with 
complacency exists;82 however, international protest 
against rape has occurred, and the Prime Minister of 
India, a Hindu, has publicly named rape as a national 
shame.83 Islamic teachers vary; there is a word—
idrabahunna—within a Quranic verse that has been 
interpreted by some to justify the beating of wives, but 
many Islamic scholars do not accept any interpretations 
justifying violence.

Imams Against Domestic Abuse works with religious 
leaders and communities to make them more aware and 
active against all forms of violence against women, using 
the authority of the Quran and the Sunnah to protect 
them.84 Saudi Arabia has made violence against women 
illegal. We Will Speak Out (WWSO; panel 4)77 is a 
worldwide coalition of Christian-based non-governmental 
organisations, churches, and organisations working in 
advocacy against violence against women.

Gender
According to WHO, sex refers to the biological and 
physiological characteristics that defi ne men and 
women, whereas gender refers to the socially 
constructed roles, behaviours, activities, and attributes 
that a particular society deems appropriate for men and 
women.85 The term gender, however, is not without 
controversy in some faith communities and within 
various cultures.86 According to some health experts and 
human rights advocates, absence of specifi c terminology 
can lead to reinforcement of harmful patterns of 

behaviour or to turning a blind eye to inequalities, 
particularly those experienced by women in the 
provision and access of health-care services;87 however, 
many faith leaders oppose such deprecating and 
damaging viewpoints about women (panel 5).

Faith activities
All religions believe that God or a superior force can 
intervene for the prevention and treatment of illness as a 
response to personal prayer, meditation, reading of 
sacred texts, or healing services. Such faith activities are 
often done in the hope that they will incrementally boost 
medical treatment and bring personal peace and 
healing.89,90 Although prayer off ered by hospital chaplains 
and faith leaders is widely provided, strict guidelines 
exist, with disciplinary procedures in some countries,91 
for doctors and nurses who off er prayer. Safeguarding of 
patients is important so that they are not pressurised by 
zealous proselytising individuals. Spiritual aspects of 
health care are therefore often excluded. In other 
countries, however, prayer for patients by staff  is widely 
off ered and evidently welcomed. Unfortunately, few 
data exist for the types of faith activities that patients 
would appreciate in diff erent cultures. Concern that 
humanitarian activities should not be off ered to promote 
a particular religious standpoint is enshrined in the 
SPHERE guidelines,92 but many people aff ected by 
disasters live in countries where religion is practised 
widely and on a daily basis. Data are inadequate for the 
type of faith activities that such populations might value 
in times of illness or crisis, alongside humanitarian 
relief and psychosocial counselling. Judaism advocates 
combination of prayers and eff ective medical treatment.

Some (eg, specifi c Pentecostal African) groups 
emphasise dependence on prayer, which is promoted in 
congregations and TV channels, with advice not to take 
medical treatment.93 The popularity of healing missions, 
especially for those with disability and long-term illness, 
is well documented; however, the long-term eff ect of 
these missions on physical and mental health is not. 
Combinations of prayer within major faith systems 
and traditional belief systems,94 including sacrifi ces, 
appeasement ceremonies, and talismans, are common, 
but their eff ectiveness is unknown.

Buddhism emphasises the importance of seeking 
peace and freedom from pain, even in the presence of 
disease. Traditional healing ceremonies, together with 
informal counselling and HIV prevention messages, are 
off ered by Buddhist groups throughout southeast Asia. 
Cooperation between the Yunnan AIDS bureau and the 
Sipsongpanna Buddhist Association provides community 
care and support in China. Traditional healing customs, 
such as Ayurveda in Hinduism, are widely practised and 
include consultation with local healers, retributive 
prayers, and meditation before going to practitioners of 
scientifi c medical care. Belief in a spiritual cause for 
illness and the need for casting out of evil spirits for 

Panel 5: Quote from Archbishop Desmond Tutu at the 
Women, Faith, and Development Alliance Breakthrough 
Summit at Washington National Cathedral, April, 200888

“Despite its global leadership on human rights and 
humanitarian aid, the faith community has failed to 
champion gender justice and the cause of women and girls. 
Religion has too often been used as a tool to oppress women, 
and we must bear responsibility for contributing to the unjust 
burden borne by women. Too often we have not named, and 
condemned roundly, culturally and traditionally rooted 
discriminatory practices like child marriage, genital 
mutilation and violence against women and children.”

“We need courageous faith leadership, rooted in our 
common understanding of the dignity and value of each 
human person. We must come together as people of faith 
and stand up for women and girls by addressing these issues 
from every pulpit and platform in synagogues, mosques, 
churches and other places of worship. The interfaith 
community must join with leaders in other sectors to press 
for more resources so that women and girls can change their 
own lives and those of their families and communities.”
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treatment of illness, especially mental illness and 
epilepsy,95 occurs in many countries, including some in 
Europe.96 The scale of such practices and the extent to 
which they contribute to improvement in health status or 
delay in accessing eff ective health care is largely 
unknown. National religious councils and faith-based 
health associations are reportedly increasingly active in 
educating and working with local traditional healers to 
improve access to eff ective health care, but there are few 
robust descriptions of such partnerships, their activities, 
or their eff ect.

End-of-life issues
Diff erent faith-based viewpoints about end-of-life issues 
have been reviewed previously in The Lancet.97 Much 
advocacy by secular groups98 exists towards changing 
existing laws that prosecute health professionals for being 
involved with the killing or assisted suicide of patients, as 
evidenced by the law changes in Belgium, which now 
allow euthanasia and assisted suicide in children. Many 
faith-based groups strongly oppose killing of patients or 
assisting with their suicide; they are vigourously 
supported by palliative care health professionals.99 Indeed, 
faith-based groups are at the forefront of dev eloping 
palliative care services. Buddhism, Christianity, Islam, 
and Judaism reject euthanasia and assisted suicide, even 
when the patient requests it.100 Rather, these religions 
support the appropriate provision or withholding of 
specifi c intensive medical treatments upon the wish of 
the dying and provide palliative care, including spiritual 
support.101 Hindus teach that although a person can be 
released from suff ering, by euthanasia for example, it 
is undesirable. WHO’s description of appropriate 
interventions for palliative care recognises both spiritual 
and psychological aspects of care,102 whereas the overall 
description of health (omitting spiritual) by WHO 
is secular.

Recommendations
A disturbing dearth of analysis of health-care-related 
controversies between and within religion exists; 
innovative research and documentation processes and 
programmes are urgently needed.103 Our Series paper 
merely identifi es some faith-related factors aff ecting 
policy and practice in health care; deeper research, 
consideration, and action are needed.

Clinicians should become better informed about the 
faith drivers that aff ect their patient’s attitudes, 
prejudices, behaviours, response to illness, and desire for 
health-care services if they are to provide professional, 
compassionate, and empathetic care respecting a 
patient’s autonomous wishes.104 These issues are complex 
and our paper is merely an introduction, providing 
references for deeper reading. Review of how diff erent 
faith-inspired groups promote and deliver health care 
with integrity and professionalism is really needed, 
especially in poor, marginalised, and unreached 

populations that are not adequately served by government 
services. The accompanying review on faith-based health 
care in Africa in this Lancet Series is important.105 The 
Joint Learning Initiative for Local Faith Communities,106 
the Berkley Centre for Faith and Health at Georgetown 
University, USA,2 the George Washington Institute for 
Spirituality and Health, USA,107 and the International 
Religious Assets Programme at Cape Town University, 
South Africa,108 are also making important contributions, 
but more needs to be done.

Faith leaders could review their interpretation of 
sacred texts carefully in view of contemporary 
biomedicine, especially when diff ering viewpoints are 
held within the same religion. Analysis of the 
interaction between culture, politics, and faith is 
particularly important so that faith leaders and faith 
faculties can become more aware of how their 
faith-based viewpoints might become manipulated. As 
faith leaders become more aware of the eff ect of their 
teaching on patterns of health care, they might be 
astonished at how infl uential they are. Faith leaders 
could use their faith messages more eff ectively to 
inspire their congregations to adopt healthy behaviours 
and access eff ective health-care services much more 
frequently and eff ectively.

Many international agencies and some national 
health programmes reject any faith dimension and 
omit any spiritual dimension to health care. Greater 
analysis is needed about the ways that pressure groups, 
with secular agendas, campaign to keep faith out of 
health in the same way as faith groups are identifi ed, 
and often vilifi ed, when promoting faith-based agendas 
for health care and health-care policy. Such policy 
confl icts are rarely reported in peer-reviewed scientifi c 
literature.109,110 At the very least, health-care policy 
makers could look above their secular silos at what has 
been achieved by engagement with faith-inspired 
health-care groups; they too might be astonished at the 
results.

Health professionals, faith leaders, and policy makers 
are urgently needed to move out of their discrete 
disciplines and work together for improving health care. 
Robust markers already exist to assess the prevalence of 
child marriage, FGM, and immunisation coverage, as 
outlined in the reports on the State of the World’s 
Children by UNICEF. Similar markers exist for stigma 
and violence against women, as well as strong published 
work on the variations in uptake rates for HIV/AIDS 
services. These indicators need to be developed to 
provide increased analysis and understanding of factors 
aff ecting health care, both within and between faith 
groups. Collaborative research should be method-
ologically rigorous and provide an evidence base for 
changes in policies and programmes. The present, all 
too common, practice of berating or ignoring faith 
groups, often on the basis of hearsay, is totally 
unacceptable.
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